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CHAPTER I 
INTRODUCTION 
This is a study of family attitudes toward latency-age children with 
speech-defective behavior in which two groups were studied: one, families 
with boys and the other, families with girls. 
"Recent research and clinical investigations bring out increasingly 
the fact that language, and particularly its oral form, speech, is an 
important indicator of the state of an illdividual' s mental health. •1 
The literature indicates the important correlation between the qual-
ity of the parent-child relationship - particularly that of the mother 
and child - and the development of speech.2 For this reason, particular 
emphasis will be placed in this study on evaluating the history of each 
child as well as evaluating the maternal attitudes at each stage of de-
velopment. 
Rose has indicated that on the whole the literature is confusing and 
that little is known about why speech has been selected over other points 
of struggle. As the numbers of children presenting speech as a problem 
increase, there has been a corresponding rise of interest on the part of 
man;y professional people concerned with treatment - physicians, educators, 
speech therapists, clinical psychologists and psychiatrists. Because of 
this, there are many resources within the school setting as well as the 
1McCarthy, Dorothea. "Language Disorders and Parent-Child Relation-
ships", Journal of Speech and Hearing Disorders, vol. 19, Dec. 1954, #4. 
2Ribble, Margaret. The Rights of Infants, Columbia University Press, 
N.Y., N.Y., 1946 • 
.. .::~------ -- ·--- -'-'---~-'-.- _:__;t __ 
1 
broader conmrunity specifically set up to deal with children who have speech 
defects. Despite this, Rose has indicated in his study that under certain 
circumstances a Child Guidance Clinic may accept speech problems with 
some reasonable expectation of success.3 
There is an old proverb which says, "Well begun is half done". I be-
lieve this is particularly true of the beginning phases of treatment sit-
uations involving speech-defective children. If this is so, it is most 
important that Child Guidance Clinics evaluate the intake and diagnostic 
interviews when speech is the presenting problem. 
The present study proposes to investigate the following questions: 
1. Why does a mother bring her child to a Child Guidance Clinic for 
treatment of a speech problem rather than use other resources? 
2. To what degree are parental attitudes as well as the relationship 
between the mother and the child, a causative factor? 
3. What are the implications for treatment within a Child Guidance 
Clinic setting? 
Glauber4 and Beckey5 indicated in their studies that there was evi-
dence to substantiate that speech tended to be a greater focal-point of 
disturbance between a boy and the mother than between a girl and the mo-
ther. Therefore I have chosen to do a comparative study of twelve boys 
3Rose, John A. "Dynamics and Treatment of Speech Disorders, 11 The 
Journal of Orthopsychiatry, (April, 1943), pp 284-289. 
4ulauber, I. Peter. "A Social Psychiatric Therapy for the Stutterer," 
The News-Letter of the American Association of Ps chiatric Social Workers, 
vol. 1 , 2, Autumn, 19 , pp 0- • 
5 Beckey, R. E. "A Study of Certain Factors Related to Retardation 
of Speech," Journal of Speech Disorders, vol. 7, pp 223-249. 
2 
.-..:.- ---- .: .. :;__;_-....:_c:_:_ -- --'-·' --. 
and twelve girls to see if there are any marked differences in the degree 
of pathology in these mother-child relationships, 
-- .. ;L. 
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CHAPT!ill II 
LITERATI.iRE 
A. MATERNAL ATTITUDES AND THEIR IMPLICATIONS FOR CASEOIORK TREATMENT 
•1be child's outlook on life, his attitude towards people, his en-
tire psychic well-being, his very destiny is presumed to be altered by 
the maternal attitude •••• Two children of the same parents whose mother 
exhibits a different attitude toward each, manifest on that behavior alone 
profound differences in personality. If human behavior is influenced so 
markedly by maternal attitudes then surely the most important study of man 
as a social being is a study of his mother 1 s influence on his early life. nl 
Regarding the importance of the client's early contacts with the 
agency in relation to his ability to accept treatment, Perlman states: 
The initial phase starts at the moment the client 
presents himself to the agency, whether by telephone, by proxy, 
through the intercession of someone else, or in his own per-
son. It ends, as a phase, when a kind of pact has been ar-
rived at in the nature of a •trial engagement' between client 
and caseworker to go forward together in their problem solv-
ing efforts. This pact may sometimes be reached in a single 
interview, but sometimes it may take four or five discussions 
before clarification, mutual understanding and decision are 
arrived at. In this conception of the beginning phase, its 
aim and end may be said to be this: to engage the client and 
his will to do something about his problem in a working re-
lationship with the agency and its special means of help-
fulness. When this has taken place, the ongoing phase ensues. 2 
1Levy, David M. Maternal Overprotection, Columbia University Press, 
N.Y., N.Y., 1943, pp 3-4. 
2Perlman, Helen Harris. Social Casework, The University of Chicago 
Press, Chicago, Illinois, 1957, pp lOS-106. 
4 
Speech often becomes the focal point of the ambivalent struggle of 
a child on the road to self-development. As often happens, it no longer 
stands for one of the many activities symbolizing the creation of a self, 
but rather becomes one of a few, or perhaps the only activity around which 
the battle will be fought. Rose suggests that it is often unclear why 
speech is selected over other points of struggle between mother and child.3 
In line with this Glasner also feels that it is unclear as to why some 
children react to emotional pressures with speech problems while others 
react with other neurotic symptoms. She does, however, suggest that emo-
tional tension frequently results in physiological disturbances. When 
this tension occurs during the period when the child 1 s speech pattern is 
being formed, it may well result in a speech defect. 4 
Glauber interprets this as a struggle between active domination and 
passive resistance, in essence a struggle with the rejecting but control-
ling mother, which is acted out through a partial blocking of the speech 
function. One usually finds the rejection-over-protection syndrome with 
over-anxiety and pressure on the part of both parents. For the speech-
defective child, the conflict has been internalized; speech has become 
his vehicle of aggression.S 
)Rose, 212· cit. 
hnlasner, P. J. •Personality Characteristics and Emotional Problems 
in Stutterers under the age of S, • Journal of Speech and Hearing Dis-
orders, #14, 1949, pp 135-138. 
5Glauber, 212• cit. 
5 
Much in the literature suggests that another significant effect on 
the child's personality structure is that of home environment, or "climate" 
in which the child is developing. "It is evident that the emotional eli-
mate in the home provides experiences which have important influences, not 
only on the child 1 s personal! ty structure but also on his language devel-
opment.•6 This would indicate a need to take into consideration the va-
rying stresses under which the child and his family were operating at the 
time of the speech development of the child. 
In therapy, when change in the person is the chief 
aim, adequate diagnosis must be kept at the center of 
the process, and both practical aid and the provision 
of an educationally or therapeutic intent. The psychia-
tric concept of wholeness, or integration of the self, 
both among its own constituent factors and in the run-
ning stream of life experience, does not mean that case-
work treatment is necessarily directed toward a total change 
in personality, but that understanding the person - social 
configuration is everywhere necessary. At one time the 
symptom of stuttering might have been attacked as an 
isolated phenomenon, whereas now understanding this par-
ticular symptom would lead to consideration of the signi-
ficant interactions, and treatment would attempt to in-
volve the whole self or personality of the child on his 
own behalf. The caseworker may "partialize• in treatment, 
in the sense that the client and he will work along one 
step at a time, or on one bit of this surface or that, 
but the diagnostic process in child guidance insists on 
a comprehensive picture of the situation, the person, and 
the person reacting to his situation, including those 
earlier experiences which hav' contributed so much to 
the shaping of his character. 
~cCartby, 2£· cit. 
7Hamilton, Gordon. Psychotherapy in Child Guidance, Columbia Univer-
sity Press, N.Y., N.Y., 1947, p 19. 
6 
Glauber, in discussing the concept of treating the speech-defective 
child, says, "Much difficulty is caused by paying too much attention to 
the child too early in treatment, to the exclusion of the mother. What 
goes on at the home is forgotten. The mother, who we know is so posses-
sive and jealous of her ba,r, is antagonized and lost.•B 
Perhaps the uppermost problem in the beginning 
is not that which the person brings to the agency 
but that which he encounters at the agency's door. 
It is the problem o£ not only asking for help but 
of taking and using it. The fact is that for most 
life-problems there are no ready-made solutions 
which can be applied per se to dissolve the problem 
and this fact is disappointing. It is complicated 
further by the necessity that the person become, 
not the agency's ward, but its partner, in stipu-
lated kinds of work on the problem; and this is 
often an unexpected arrangement, perhaps grati-
:fying, perhaps frustrating. The degree of diffi-
culty or ease will vary with the person's basic 
security and the problem's importance to him, but 
the business of becoming an active partner in work 
with the agency on his problem ~s the first diffi-
culty to be solved in casework. 
B. SPEECH DEFECTS AS A SYMPTOM 
"The cultural milieu in which children are growing up in present-day 
America places increasing emphasis on the vital importance of all forms 
of co111111unication: listening, speaking, reading and writing. Increasingly 
large numbers of individuals of normal mentality and sensory endowment 
8Glauber, .!?£• cit. 
9Perlman, .!?£• .£.!:!!• 
7 
:: 
are experiencing difficulty in acquiring facility in the various essen-
tail forms of communication. This phenomenon has in turn given rise to 
the several professions concerned with remediation, such as speech thera-
pists, remedial reading teachers who together with clinical psychologists 
and psychiatrists are concerned with alleviating the various language dis-
orders. Evidently something is going wrong in one phase or another of the 
language development of increasingly large numbers of children. nlO 
Rose feels that explanations 11do not seem adequate to explain the 
tremendous disturbance that centers around speech and the over-evaluation 
of the function. It seems more likely that the place of language function 
as a symbol of creative self-expression in our culture might well be more 
important. Here it is necessary to differentiate between speaking and 
language function. Rank showed conclusively that speech is at first in-
dividual and creative and that the language-communication function is 
super-imposed on this, through family life it is true, but because it is 
necessary in family living. Therefore it may seem that it is the lan-
guage-communication aspect of speech function which enters into an impor-
tant place in the general culture of human beings. nll 
Language disorders rarely appear singly or in isolation. McCarthy 
found that often children with a speech problem were also non-readers. 12 
l~cCarthy, ~· cit. 
11 Rose, ~· cit. 
12McCarthy, ~· cit. 
8 
Studies by Glasner13 and Moncur verified that speech-defective children 
exhibited several symptoms of maladjustment in addition to speech. Men-
cur felt that the speech problem resulted from the same tensions, pres-
sures and frustrations but considered the possibility that some of these 
other symptoms may have resulted from defective speech since the child 
who cannot communicate adequately becolll9s frustrated and often resorts to 
other unsuccessful methods of adjustment. 14 
Buxbaum, in describing the relationship between speech problems and 
children who suffered from neglect, says these children are "anxious, in-
secure, inhibited children who were punished for self-e:x:pression11 • 15 He-
Carthy describes these children as shy, timid and tense - concealing pent-
up hostility and anxiety. Others, she says, often present a picture of 
aggressiveness, bullying and pre-delinquency in which their tension and 
anxiety are shown overtly in anti-social behavior. 16 Despert in her study 
of fifty stuttering children states, "probably the most common finding is 
anxiety, primary, not secondary to the speech difficulty". 17 
13Glasner, .2£· cit. 
14Moncur, J. P. "Environmental Factors Differentiating Stuttering 
·Children from Non-Stuttering Children," Speech Monograph, #18, 1951, 
pp 312-325. 
lSBuxbaum, E. "The Role of a Second Language in the Formation of 
Ego and Superego," Psychoana1ytic Quarterly, vel. 18, 1949, pp 279-289. 
16McCarthy, .2£· cit. 
17nespert, J. L. "Psychosomatic Study of 50 Stuttering Children," 
American Journal of Orthopsychiatry, #16, 1946, pp 100-113. 
9 
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C. MOTHER-CHILD RELATIONSHIPS 
Margaret Ribble states that there is a definite correlation between 
the development of talking and the adequacy of early care. She finds 
that babies who have consistent mothering begin to babble in the second 
month; whereas those who have been left alone too much or have been sub-
jected to inconsisten~ handling are delayed several months and often de-
velop serious difficulties in speech.18 "The kind of nurture the child re-
ceives during infancy will have much to do with determining the facility 
with which he acquires speech". 19 
Recent studies of the speech-defective child point conclusively to 
the importance of the parent-child relationship and most particularly to 
the role of the mother. Marcia Glazer in her study found that difficulty 
in the mother-child relationship was the largest single factor contri-
buting to speech defects in a child. 20 
"The ways in which the mother answers the needs of her infant and 
the quality of her emotional response to him are said to determine in 
large part the strength and quality of his subsequent identifications 
and the susceptibility or resistance he may develop to psychic disturb-
ances.• Brody further implies that systematic knowledge of maternal be-
18Ribble, E.E• ~· 
19McCarthy, E.E• cit. 
20Glazer, Marcia. "Speech Disability as a Factor in Personality 
Maladjustment in Childhood,• Unpublished Master's thesis of Boston Uni-
versity School of Social Work, Boston, 1950. 
10 
havior has to be acquired in order to substantiate statements about the 
relations between experiences in infancy at the hands of the mother, ego 
formation, and intrapsychic conflict. 21 
"Clinical studies of disturbed children, as well as experimental ob-
servations of normal ones, have shown a number of important causal rela-
tionships between mother's child-rearing practices and the behavior of 
their children. • • • Since a child 1 s earliest impersonal experiences are 
with his family, and particularly with his mother, there is good reason 
for examining the mother's behavior to see whether there are consistent 
consequences of different practices. 1122 
The above material thus gives us an idea of what is being done, 
studied and written about children with speech defects. It is my intent 
to study here the general characteristics of these children as a group; 
the attitudes of the parents, particularly the mother, toward these 
speech-defective children and her relationship to the child during the 
early developmental phases of his life; and the resulting treatment impli-
cations. 
21Brody, Sylvia. Patterns of Mothering, International Universities 
Press, Inc., N.Y., N.Y., 1956, p. 22. 
22sears, Macoby & Levin. 
& Co., White Plains, New York, 
Patterns of Child Rearing, Row, Peterson 
1957 p. 4. 
11 
A. SAMPLE 
CHAPTER III 
METHODOLOOY 
-- --=~~-=~---"--~-
This is a study of twenty-four families with speech defective child-
ren, twelve families with boys and twelve families with girls, referred 
to the South Shore Guidance Center !'or treatment from 1956 to 1959. I 
selected these twenty-four cases at random. The diagnostic record book 
was used to isolate speech as the presenting problem and also because I 
wished to focus on the material !'rom the diagnostic study. The majority 
of' cases referred i'or a speech problem are boys; therefore, in order to 
study a like number of girls and to match their ages as closely as possi-
ble, it was necessary i'or me to use cases !'rom the closed file. 
B. DATA COLLECTION 
The following information was felt to be necessary to this study: 
1. Background characteristics of' the patient and his problem. 
2. Background characteristics of' the patient's family. 
3. Parental attitudes toward patient, his problem, and treatment. 
4. Mother-child relationships at each stage of development. 
A schedule was made covering these factors. (See Appendix I.) 
The data for this study were extracted !'rom case records. }lost of' 
the pertinent information was easily gained !'rom the !'ace sheets, the in-
take interview and the material from the diagnostic study. However, in 
some instances, I Jilsed material !'rom treatment interviews in order to gain 
information to evaluate the attitudinal factors. 
12 
c. SETTING 
South Shore Mental Health Association in partnership with the Massa-
chusetts Department of Mental Health supports and endorses the work of 
the South Shore Child Guidance Center and further feels a responsibility 
to the South Shore community at large to interpret the kinds of mental 
health programs and principles it deems desirable for the public welfare. 
"It is well established that early diagnosis and treatment of child-
hood problems is essential to the attairunent of emotional maturity. The 
professional help offered at the South Shore Child Guidance Center is 
aimed at influencing those attitudes in the family which may be adversely 
affecting the emotional well-being of the child.•l 
In 1922 Massachusetts was the first state to provide through legis-
lation for a Department of Mental Hygiene under whose auspices Child Guid-
ance Clinics were established. Through the rapidly expanding philosophy 
in psychiatry for the need for early prevention and correction in child-
hood, habit clinics were established in 1923 throughout the state under 
the direction of Dr, Douglas A, Thorn. 
It was in 1926 that the Quincy Clinic was opened at the Quincy Dis-
pensary by the Massachusetts Department of Mental Hygiene, This was ac-
complished through the efforts of Dr, Fitzgerald, child welfare physician 
of l;luincy; Dr, Thorn, director of Massachusetts Department of Mental Hy-
giene; and Dr. Olive A. Cooper, who directed the Quincy Clinic during its 
first twelve years. This clinic, first known as the Habit Clinic, and 
losgood, Reba I, Facts Concerning the South Shore Guidance Center 
and The South Shore Hental Health Association, 1958. 
13 
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later as the Quincy Child Guidance Clinic, has been successfUl in opera-
ting continuously since that date with great expansion of their services 
and facilities. 
Following 1929 when the Clinic moved to the Woodward School, opera-
ting one day a week, several additional services were offered such as: 
speech therapy, remedial reading, and occupational therapy. Some of this 
work was carried on by students from various colleges. Dr. Samuel D. 
Robbins, while directing the Speech Department at Emerson College in Bos-
ton, supervised the work of speech students practicing at the Clinic from 
1937. He later became speech therapist at the Quincy Clinic and remained 
in this capacity until his retirement in 1957. Assisting him in this ca-
pacity from 1945 - 1955, was his wife, Mrs. Rosa Robbins. 
In January 1943, services were extended to two days a week; then to 
three days a week by the end of that year; and to four days by September, 
1944. In January, 1945 the Clinic became a member agency of the Quincy 
Community Chest and Council. In 1951 the staff moved into special quar-
ters planned to house the Clinic at the new Health Center under an ar-
rangement whereby the Quincy Health Department thus supports the mainte-
nance of the Clinic facility. By 1953 the Clinic was operating on a five-
day-week basis. 
In May, i9>5 the Ciinic's name was changed to the South Shore Guid-
ance Center because of its extended service to seven South Shore towns in 
addition to the City of Quincy. ·rhe South Shore Guidance Center is a 
Commonwealth-Communi~-United Fund Ciinic located in Quincy, Massacnusetts 
serving any child between the ages of three to seventeen residing in 
Quincy, Nilton, Braintree, Weymouth, Hingham, Hull, Cohasset and Scituate. 
lne South Shore Guidance Center, with the cooperation of the South 
Shore Yental Health Association promotes a program of mental health for 
the prevention of emotional disturbances in children, through clinical 
diagnosis· and treatment services, mental health consultation and mental 
health education. The work of the Clinic contributes to the improvement 
of human relationships in the home, the school and the community through 
an understanding of the emotional needs of the child. Consultation is a 
major focus on the part of the Clinic and involves close work with edu-
cators, nurses, physicians, clergy, court personnel and social work agency 
personnel. Research is also an important focus with two major projects 
presently being carried on by Dr. B. H. Hutcheson, Director, under grant 
awards from the National Institute for Mental Health. One is a study of 
the causes of juvenile delinquency (in connection with the Court's Clinic 
service offered the Quincy Juvenile Court) and the second is a study into 
the causes of severe emotional disturbances in children. 
The South Shore Guidance Center is an A.A.P.C.C. affiliate and is 
presently a training unit for Harvard School of Public Health and serves 
as a field-work placement for students interested in community mental 
health practices. Students from Schools of Social Work at Boston Univer-
sity and Simmons College also receive training at the Center. 
-- --t-
15 
The purpose of the South Shore Guidance Center is: 
"To foster the mental, emotional and physical 
well-being of children, by the diagnosis and 
treatment of early indications of psychiatric 
disturbances; by the cooperation with existing 
social agencies in cases involving mental hy-
giene problems, by furthering in every way 2 possible, community education in mental hygiene." 
2(Quoted from the Charter) 
16 
CHAPTER IV 
PRESENTATION OF DATA 
A. GENERAL CHARACTERISTICS 
In this study I am interested in learning the characteristics of 
these speech-defective children and their families: how they are alike 
and how they differ. 
When the cases were referred to the Clinic they varied in age from 
four years to twelve years. However fifteen children, or 62% were be-
tween the ages of four to six, as shown in Table 1. 
4 yrs. 
5 yrs. 
6 yrs. 
7 yrs. 
8 yrs. 
9 yrs. 
12 yrs. 
TABLE 1 
CHRONOLOGICAL AGE OF PATIENT 
WHEN REFERRED 
Boys Girls 
2 3 
0 4 
5 1 
0 2 
2 1 
2 1 
1 0 
Total 12 12 
Total 
5 
4 
6 
2 
3 
3 
1 
24 
As one might expect from the above, their school placement as shown 
in Table 2 indicates that seventeen of these children were in nursery 
school, pre-school kindegarten or in the first grade of public school. 
17 
I 
II 
'I 
II 
I 
I 
I 
li 
I, 
,, 
'I I 
II ,, 
II 
II 
II 
18 
'I 
TABLE 2 
SCHOOL PLACEMENT AT TIME OF REFERRAL 
Boys Girls Total 
Nursery School 2 4 6 
Pre-school Kindegarten 3 4 7 
Grades: 1 2 2 4 
2 0 1 1 
3 2 1 3 
4 1 0 1 
5 1 0 1 
7 1 0 1 
Total 12 12 24 
The age of the parents at the time the patient was referred to the 
Clinic was between 30 - 39 years. Tables 3 and 4 show that seventeen 
fathers and nineteen mothers fell into this age category. 
TABLE 3 
AGE OF FATHER AT TIME OF REFERRAL 
Boys Girls Total 
No father 1 0 1 
20 - 29 yrs. 0 0 0 
30 - 39 yrs. 7 10 17 
40 - 49 yrs. 3 2 5 
Over 50 yrs. 1 0 1 
Total 12 12 24 
I' 
Ill 
i 
I 
I 
'I ! 
I 
I 
II 
li 
II 
I 
,r 
I' 
,[ 
II 
TABLE 4 
AGE OF MOTHER AT TIME OF REFERRAL 
Boys Girls Total 
,20 - 29 yrs. 0 2 2 
30 - 39 yrs. 10 9 19 
40 - 49 yrs. 2 1 
..L 
Total 12 12 24 
Of the twenty-four children studied, all except one was referred by 
the school, a physician or the parents themselves. It is significant to 
note here that all parents of these children were required to make the 
initial request to the Clinic for service although, as shown in Table 5, 
this might have been suggested to the parents by other sources. 
TABLE 5 
SOURCE OF REFERRAL 
Boys Girls Total 
Parents 2 4 6 
School 7 3 10 
Medical 3 4 7 
Social Agency 0 1 1 
Total 12 12 24 
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Table 6 indicates that the length of time the patient has had this 
speech problem ranges from one year to seven years; however, with 50% of 
them having had this for about a two to four year period. 
TABLE 6 
I LENGTH OF TIME PATIENT HAS HAD PROBLEM I, 
II 
I 
II Boys Girls Total 
'I 
l yr. 0 2 2 
.I 2 yrs. 2 3 5 
3 yrs. 2 1 3 
II 
4 yrs. 3 1 4 
5 yrs. 1 1 2 
6 yrs. l 3 4 
7 yrs. 1 0 1 
I Don't know 2 1 ..1_ 
Total 12 12 24 
Table 7 would indicate that perhaps most of these children talked 
to some extent by the age of three. 
TABLE 7 
AGE WHEN PATIENT BEGAN TO TALK 
Boys Girls Total 
l - 2 yrs. 1 1 2 
2 - 3 yrs. 6 6 12 
3 - 4 yrs. 1 2 3 
Don't know _.!L ..1_ _7_ 
Total 12 12 24 
' 
II In describing the kind of speech defect for which the patient was re-
I ferred, Table 8 indicates that garbled or infantile speech accounted for 
I, 
li 
66 %, or sixteen of these children. Only five of these children stuttered. 
TABLE 8 
KIND OF SPEECH DEFECT 
Boys Girls Total 
Garbled 4 5 9 
Infantile 4 .3 7 
Stuttering 4 1 5 
Mutism 0 2 2 
Slow development 0 1 1 
Total 12 12 24 
It is interesting to note that none of the children in this study 
were "only" children and, as shown in Table 9, twenty, or 83%, were one 
of a family of three or four children. 
TABLE 9 
NUMBER OF CHILDREN IN PATIENT'S FAMILY 
Boys Girls Total 
1 0 0 0 
2 1 1 2 
3 9 6 15 
4 1 4 5 
5 0 1 1 
6 1 0 1 
Total 12 12 24 
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These children tended to be either second or third in terms of ordi-
nal position within the family, with eighteen, or 75% of them falling 
ii into these two categories. 
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TABLE 10 
ORDINAL POSITION OF PATIENT IN FAMILY IN 
RELATION TO SIBLINGS 
Boys Girls Total 
lst 3 1 4 
2nd 7 5 12 
3rd 2 4 6 
4th 0 1 1 
5th 0 1 1 
Total 12 12 24 
,, 
Ji As might be expected, children in this study have other problems be-
' !j
1
, sides that of speech, which contributes to their maladjustment emotion-
li 
'i ally, socially and scholastically. The two predominating problems re-
ported by the mother besides speech were that of anxiety or general ner-
!! vousness and a school learning problem. This is shown in Table 11. It 
I! 
'1 is interesting to note that the boys manifested more problems than did 
" II I 
Ji the girls. 
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TABLE 11 
OTHER EMOTIONAL PROBLEMS OF PATIENT 
AS REPORTED BY THE MOTHER 
Boys Girls 
Nervous - Anxious 4 4 
Learning problem 5 1 
Hyperactive behavior 4 0 
Aggressive behavior 1 0 
Poor social adjustment 2 2 
Sibling rivalry 1 1 
Temper tantrums 3 1 
Question of retardation 0 3 
Enuresis 2 1 
Fire-setting 2 0 
None 0 1 
Total 24 14 
Total 
8 
6 
4 
1 
4 
2 
4 
3 
3 
2 
1 
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The next five tables deal with descriptive material in relation to 
the families of these children. Table 12 indicates that 50% of these 
children were of the Protestant faith. 
TABLE 12 
RELIGION OF FAMILY 
Boys Girls Total 
Protestant 5 7 12 
Catholic 2 3 5 
Mixed 4 2 6 
Jewish 1 0 1 
Total 12 12 24 
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Table 13 shows that 50% of the fathers of these patients are in-
volved in white-collared positions (including clerical and sales) or 
skilled work such as draftsmen or machinists. 
TABLE 13 
FATHBR 1S OCCUPATION 
Boys Girls Total 
Gov 1t. service 2 2 4 
White-collar 3 4 7 
Skilled 3 2 5 
Semi-skilled 2 1 3 
Unskilled 1 2 3 
Unemployed 0 1 1 
No father 1 0 1 
Total 12 12 24 
Thirteen, or 58% of these fathers earn between $4,000 to $6,000 
yearly, as shown in Table 14. 
TABLE 14 
FAMILY INCOMB: 
Boy!! Girls 
$3,000 - $3,900 1 1 
$4,000 - $4~900 3 4 
$5,000 - $5,900 3 3 
$6,000 - $6,900 1 1 
$7,000- or over 1 0 
Don't know 
..1..... ..1..... 
Total 12 12 
Total 
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There is no evidence from this study to indicate that another lan-
guage being spoken in the home is a contributing factor in any of these 
speech problems. See Table 15. 
TABLE 15 
OTHER LANGUAGES SPOKEN IN HOME 
Boys Girls Total 
Yes 1 1 2 
No 8 9 17 
Don't know ..]_ 2 2.. 
Total 12 12 24 
However, it is interesting to note that in eight of these children 
there had been a history of some kind of speech defect on the part of 
some other member of the family. 
TABLE 16 
HISTORY OF SPEECH DEFECTS IN FAMILY 
Boys Girls Total 
Yes 5 3 8 
No 2 0 2 
Don't know 2.. _.2.._ 1dL 
Total 12 12 24 
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In swmnary, it seemed that the parents of both boys and girls were 
in the 30 - 39 age group. There seemed to be no difference in the age 
when either boys or girls began to talk. Girls tended to be referred 
I 
I 
for speech earlier than boys, and to have had the speech problem for a 
shorter period than boys before a referral was made. There were more 
II boy stutterers than girls. There was a greater history of speech defects 
in the families of boys than girls. And, boys had more problems besides 
speech than girls. 
B. ATTITUDES AND RELATIONSHIPS 
The literature consistently describes the mothers of speech-defec-
tive children as rejecting, hostile, over-protective, over-controlling 
mothers who set standards too high and exert on the child tremendous 
pressures to achieve. Table 17 shows that 50% of these mothers were 
rated as over-protective and another 25% as rejecting, with most of 
these mothers tending to refer their children at the early age. A mo-
ther was rated over-protective when she reported that she slept on the 
floor beside the child's bed to prevent him from falling out; rejecting 
when she said she couldn't tolerate the child and was considering plac-
ing him outside the home; inconsistent when she reported both positive 
and negative attitudes. 
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TABLE 17 
MOTHER'S ATTITUDE TOWARD PATIENT AND PROBLEM 
Boys 
Referral age: 4-6 7-12 
Rejecting 2 2 
Over-protective 4 2 
Accepting 0 1 
Inconsistent 0 0 
Don't know 1 0 
Total 7 5 
Girls 
4-6 7-12 
2 0 
3 3 
1 0 
2 1 
0 0 
8 4 
Total 
6 
12 
2 
3 
1 
24 
There is little in the literature reporting father's attitude toward 
the child. Since I wondered if there was any basis to indicate that fa-
thers were more or less accepting or more or less rejecting and over-pro-
tective than mothers in their attitudes toward these children, I studied 
this aspect as well. Table 18 indicates that fathers were less rejecting 
and over-protective than mothers and were on the whole more accepting of 
these children. 
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TABLE 18 
FATHER'S ATTITUDE TOWARD PATIENT AND PROBLEM 
Boys 
Referral age: 4-6 7-12 
Rejecting 2 2 
Over-protective 1 1 
Accepting 2 0 
Inconsistent 1 2 
Don't know 1 0 
Total 7 s 
Girls 
4-6 
0 
0 
4 
2 
2 
8 
7-12 
1 
1 
0 
2 
0 
4 
Total 
s 
3 
6 
7 
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In that there is some feeling that mothers tend to be 
ii 
:i 
I' 
as controlling 11 
,, 
and rejecting of the fathers as of their children, I studied this ~spect I 
II 
as well. Table 19 shows that mothers, on the whole, were more accepting 
of father than of the child with the speech problem. These mothers gen-
I 
erally reported that father was helpful to her in the care of the children.,, 
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TABLE 19 
MOTHER'S ATTITUDE TOWARD FATHER 
Boys Girls 
Referral age: 4-6 7-12 4-6 7-12 
Rejecting 1 2 0 l 
Over-protective 0 0 l l 
Accepting 1 2 4 2 
Inconsistent 2 0 0 0 
Don't know 
..1... l ..1... 0 
Total 7 5 8 4 
Total 
4 
2 
9 
2 
_7_ 
24 
The literature indicates that the speech-defective child is often 
subjected to serious trauma during the period of speech development. In 
this study there is considerable information which substantiates this 
hypothesis. Almost every one of these children suffered some kind of 
stress during this period - some of them suffering from more than one 
stress. These traumata were varied. In the case of one pair of twins, 
one twin died of pneumonia at the age of two. There were thirteen in-
stances of illnesses, often involving hospitalization of the child or 
parent during this period, Two children suffered the loss of a parent, 
two, a separation from the mother, two, the birth of a sibling, and five 
involving accidents, of which three were serious burns. 
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TABLE 20 
STRESS AT AGE OF SPEECH DEVELOPMENT 
Boys Girls 
Referral age: 4-6 7-12 4-6 7-12 
Accident 2 0 3 0 
Illness 4 1 5 3 
Loss 1 2 3 2 
Other 2 1 0 0 
Don't know 2 1 1 0 
Total 11 5 12 5 
Total 
5 
13 
8 
3 
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'l'J:J.ere are several community resources available to help the speech-
defective child. I felt it important to learn what resources the family 
had used to help the child within the community before finally bringing 
him to a Child Guidance Clinic. Table 21 shows that sixteen children, or 
66% had first been seen elsewhere for this problem, with most of the 
younger age children having been previously seen by a medical resource. 
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TABLE 21 
OTHER KINDS OF HELP SOUGHT BY PAREN1'S 
FOR PATIENT'S PROBLEM 
Boys Girls 
Referral age: 4-6 7-12 4-6 7-12 
Medical 5 l 4 l 
Educational 0 2 0 l 
Psychiatric 0 0 0 2 
None l 2 4 0 
Don't !mow l 0 0 0 
Total 7 5 8 4 
Total 
ll 
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2 
7 
l 
24 
One of the most illlportant evaluations in determining an ideal treat-
ment plan in a Child Guidance Clinic is that of motivation. Table 22 in-
dicates that fifteen, or 62% of the mothers were positive in their atti-
tude toward having the patient treated at the Clinic, eleven of these be-
ing mothers of children referred at the early age. 
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TABLE 22 
MOTHER'S ATTITUDE TOWARD TREATMENT OF 
PATIENT AT CLINIC 
Boys Girls Total 
Referral age: 4-6 7-12 
Positive s 2 
Negative 0 1 
Ambivalent 1 2 
Don't know 1 0 
Total 7 s 
4-6 
6 
0 
2 
0 
8 
7-12 
2 
0 
2 
0 
4 
15 
1 
7 
1 
24 
Table 23 indicates that twelve, or SO% of the mothers were positive 
in their attitude toward self-treatment, 
TABLE 23 
MOTHER'S ATTITUDE TOWARD TREATMENT OF 
HERSELF AT CLINIC 
Boys 
Referral age: 4-6 7-12 
Positive 3 2 
Negative 0 2 
Ambivalent 3 1 
Don't know 1 0 
Total 7 5 
Girls 
4-6 7-12 
s 2 
0 1 
3 1 
0 0 
8 4 
Total 
12 
3 
8 
1 
24 
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Table 24 shows that ten, or 41% of the fathers were positive toward 
treatment of the child at the Clinic, particularly of the child referred 
at the early age. 
TABLE 24 
FATHER'S ATTITUDE TOWARD TR8ATMENT OF 
PATIENT AT CLINIC 
Boys Girls 
Rei'erral age: 4-6 7-12 4-6 7-12 
Positive 3 1 4 2 
Negative 0 2 0 1 
Ambivalent 2 1 1 0 
Don't know 2 1 
..1.. 1 
Total 7 5 8 4 
Total 
10 
3 
4 
_7_ 
24 
The ratio of children who were rated as positive in their attitude 
toward treatment of themselves at the Clinic seems to be in proportion to 
the mother's positive attitude to this, Table 25 shows fifteen, or 62% 
of these children to be accepting of treatment plans. 
,I 
]I ,, 
li 
'I 
'I 
I! 
'! 33 
I 
,I 
,, 
II 
II ,, 
!! 
11 
li 
II 
il 
il 
' I 
' 
I 
I 
I 
TABLE 25 
PATIENT'S ATTITUDE TOWARD RECEIVING 
TREATNENT AT CLINIC 
Boys Girls 
Referral age: 4-6 7-12 4-6 7-12 
Positive 4 2 6 3 
Negative 0 1 0 0 
Ambivalent 2 1 1 1 
Don't know 1 1 1 
_.Q_ 
Total 7 5 8 4 
Total 
15 
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In determining a treatment plan not only is motivation important, il 
but careful consideration is given to the best, or "ideal" plan. In fif- lr 
,, 
teen, or 62% of these cases, individual therapy was recommended for the I[ 
child, as shown in Table 26. 
TABLE 26 
TYPE OF SERVICE OFFERED PATIENT 
Total 
7 
15 
2 
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,I Thirteen, or 54% of the mothers were offered individual treatment, 
lj 
j1 as shown in Table 27. 
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TABLE 27 
TYPE OF SERVICE OFFERED MOTHER 
Boys Girls 
Referral age: 4-6 7-12 4-6 7-12 
Diagnostic 1 1 4 1 
Consultation 0 1 1 1 
Individual tr. 6 2 3 2 
Group tr. 0 1 0 0 
Total 7 5 8 4 
Total 
7 
3 
13 
1 
24 
It is generally felt that the degree to which the pregnancy was or 
was not planned for, is often an indicator o:f the degree of acceptance or 
rejection o:f the child later. It was interesting to note that in most 
o:f the cases where mother's attitudes toward the pregnancy was discussed, 
she reported nausea and vomiting. In one case where mother reported the 
pregnancy was planned, she said that since her oldest child had been a 
boy, she hoped :for a girl this time. However, she delivered twins - a 
boy and a girl - which was not planned nor expected. Mother reported 
the girl to be no problem but complained of the boy's speech problem and 
aggressive behavior. In cases where the child was not wanted, one mother 
reported she "did not like babies"; another said that she had been exper-
iencing marital problems at the time and did not want any more children. 
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One mother expressed her ambivalence in explanation that previous to this 
pregnancy she had experienced one still birth and two miscarriages. Table 
28 shows that 29%, or seven mothers were ambivalent about the pregnancy. 
Mothers who wanted, or were ambivalent about the pregnancy tended to re-
fer their children before the age of seven. 
TABLE 28 
MOTHER'S ATTITUDE TOWARD THE PREGNANCY 
Boys Girls Total 
Referral age: 4-6 7-12 4-6 7-12 
Wanted 3 1 0 0 4 
Not wanted 0 1 1 0 2 
Ambivalent 2 1 3 1 7 
Don't know 2 2 JL ..1._ 11 
Total 7 5 8 4 24 
Several investigators have reported that often these mothers co~ 
plained of the difficult labor in giving birth to these children. Table 
29 indicates mother's perception of the birth in retrospect. Of the 
twenty mothers reporting this fact, nine of them complained of "difficult 
labor", with all of the mothers of girls in this group referring their 
child before the age of seven. Two mothers reported breech birth as 
difficult; another complained of "being torn"; another of difficulty in-
volving the RH factor. One mother who wanted her mother with her during 
the delivery, which was denied, complained that the doctor "left a spenge 
in". Still another reported that the child was born in twenty-three 
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minutes at home with the help of polic& and neighbors, and described 
child as "horrible looking". 
TABLE 29 
MOTHER 1S PilllCEPTION OF THE BIRTH EXPERIENCE 
Boys 
Referral age: 4-6 7-12 
Labor difficult 2 2 
Not difficult 5 2 
Don't know 0 1 
Total 7 5 
Girls 
4-6 7-12 
5 0 
1 3 
2 1 
8 4 
Total 
9 
11 
...!L 
24 
Several studies have indicated that mothers of speech-defective 
children report many f&eding problems. Table 30 shows when the child 
vas weaned. Table 31 is concerned with evaluating mother's attitudes 
this 
toward feeding, on the basis of material reported by her in the interview. 
Nine mothers were rated positive against seven rated negative; however, 
it is interesting that all mothers who rated negative referred their 
children before the age of seven. Mothers who described their children 
as fat, h&althy babies who •ate and slept• were rated as positive in 
their attitudes. Mothers who r&ported as being unable to nurse due to 
"losing their milk", difficulty with finding the correct formula, and of 
consistent colic and vomiting on the part of the infant, were rated nega-
tive. A mother was rated ambivalent if she reported a minor degree of 
conflict in this area. 
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Referral age: 
6 months 
1 year 
3 years 
Don't know 
Total 
TABLE 30 
AGE OF PATIENT WHEN WEANED 
Boys Girls 
4-6 7-12 4-6 7-12 
0 0 1 0 
1 1 1 0 
0 0 2 1 
6 
..1L ..1L ...1.. 
7 5 8 4 
TABLE 31 
Total 
1 
3 
3 
17 
24 
MOTHER'S ATTITUDE TOWARD FEEDING OF PATIENT 
Boys 
Referral age: 4-6 7-12 
Positive 3 4 
Negative 2 0 
Ambivalent 0 0 
Don't know 2 1 
Total 7 5 
Girls 
4-6 7-12 
1 1 
5 0 
0 1 
2 2 
8 4 
Total 
9 
7 
1 
_L 
24 
Toilet training is crucial in the mother-child relationship with all 
that this implies as regards the issue of control. Table 32 shows when 
the child was trained. Twelve children, or 50% were reported trained by 
the age of three, six of these before the age of two. Table 33 shows 
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that twelve of these mothers were evaluated as negative or ambivalent in 
their attitudes toward their child at this time, with eight of these mo-
thers referring their child at the early age. A mother was rated as posi- II 
I' 
tive in her attitude if she reported no difficulty, or that she did not 
pressure the child towards early training. A mother was rated as ambiva-
lent if she reported some difficulty as a result of her own conflict in 
this area. Mothers were rated as negative who reported soiling and enure-
sis at six years or older. 
TABLE 32 
AGE OF PATIENT WHEN TOILET TRAINED 
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Referral age: 
Positive 
Negative 
Ambivalent 
Don't. know 
Total 
TALLE 33 
MOTHER'S AT'riTUDE TOWARD 
TOILET TRAINING OF PATIENT 
Boys Girls 
4-6 7-12 4-6 7-12 
1 2 1 2 
0 0 2 1 
3 2 3 1 
~ 1 2 0 
7 5 8 4 
Total 
6 
3 
9 
6 
24 
As the development of speech occurs usually at the period wben the 
'! 
40 
,, 
I child is beginning to exert a degree of independence with the ability to 
I 
I 
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do for himself, this often in turn activates the mother's need to control. 
These mothers often become extremely anxious and controlling when the 
child begins to walk - interpreting this motility as aggression, for which 
1 
she usually has little tolerance. Table 34 indicates that fourteen, or 
58% of these children walked before they were eighteen months, with boys 
tending to walk sooner than girls. Table 35 shows that five mothers were 
rated negative in their attitude toward motility; four of these mothers 
referring their child before the age of seven. Three mothers were rated 
positive and one ambivalent. A mother was rated positive if she was able 
to express pleasure at the child's learning to walk; a.mbivalent if she 
reported some pleasure mixed with anxiety over his aggressiveness in 
pushing other children; and negative if she reported extreme anxiety be-
cause he "pulled things apart", "afraid he'd get hurt", or inhibited the 
' ·I
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child from any activity or noise because parents feared eviction from 
their third-floor apartment. 
TABLE 34 
AGE AT WHICH PATIENT BEGAN TO WALK 
Boys Girls 
Referral age: 4-6 7-12 4-6 7-12 
6-12 months 
12-18 months 
18-24 months 
Don't know 
Total 
Referral age: 
Positive 
Negative 
Ambivalent 
Don't know 
Total 
0 l 
5 2 
0 0 
2 2 
7 5 
l 
3 
3 
l 
8 
l 
l 
0 
2 
4 
TABLE 35 
l10THER 1 S ATTITUDE TOWARD 
MOTll.ITY IN PATIENT 
Boys Girls 
4-6 7-12 4-6 7-12 
0 l l l 
2 0 2 l 
l 0 0 0 
J±.... J±.... .J.... 2 
7 5 8 4 
Total 
3 
ll 
3 
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24 
Total 
3 
5 
l 
15 
24 
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The area of discipline is perhaps the most controversial issue be- II ,, 
tween parents as regards child-rearing. In the study of children with 
II 
speech problems it has often been noted that these parents used harsh 
:I disciplinary measures (threats, shame, humiliation or corporal punishment) II 
and were often inconsistent, with mother in conflict with father about if 
how the child should be disciplined. Table 36 indicates that eighteen, 
or 75% of these mothers were rated as severe or inconsistent, with these 
mothers tending to refer their children at the early age. Table 37 indi-
cates that ten, or 41% of the fathers were rated severe or inconsistent 
in disciplining their children in the older age bracket. A parent was 
rated permissive if he or she was described as "easy"; inconsistent if 
they said they first tried to talk to the child but finally "blew up at 
him"; and severe if there was physical punishment with accompanying with-
drawal of love. 
Referral age: 
Permissive 
Severe 
Inconsistent 
Don't know 
Total 
TABLE 36 
MOTHER'S ATTITUDE TOWARD 
DISCIPLINE OF PATIENT 
Boys Girls 
4-6 7-12 4-6 7-12 
0 2 2 0 
2 1 3 2 
4 2 2 2 
1 0 1 0 
7 5 8 4 
Total 
4 
8 
10 
2 
24 
I 
I 
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Referral age: 
Permissive 
Severe 
Inconsi!ltent 
Don't know 
Fa not in home 
Total 
TABLE 37 
FATHER'S ATTITUDE TOWARD 
DISCIPLINE OF PATIENT 
Boys Girls 
4-6 7-12 4-6 7-12 
3 0 5 0 
1 2 0 1 
1 2 0 3 
2 0 3 0 
0 1 0 0 
7 5 8 4 
Total 
8 
4 
6 
5 
1 
24 
In general, it would seem i'rom this study that fathers tended to be 
more positive in their attitudes toward girls and mothers more negative 
in this respect. Insofar as parental attitudes toward boys, however, it 
seemed that although fathers' attitudes in this respect tended to be neg-
ative, there was little evidence to point that mothers felt positively 
toward their boys in ratio to this. On the whole, it would seem that mo-
there of speech-defective children, boys and girls, tended to be negative 
in their attitudes. 
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CHAPTER V 
SUNNARY 
This study has examined twenty-four families with children, twelve 
with girls and twelve with boys, referred to the South Shore Guidance 
Center for a speech problem. It was concerned with the factors that led 
mothers to bring these children to a Child Guidance Clinic for treatment 
when there are other kinds of resources available within the community; 
to assess the degree to which parental attitudes as well as the relation-
ship between the mother and child is a causative factor; and to determine 
the implications for treatment within this particular setting. I also 
chose to compare girls with boys in an attempt to see if there were any 
important differences between the sexes in any of the areas studied, as 
well as to see if there was any significance in relation to the age at 
which the child was referred. 
None of these speech-defective children were "only" children. Nost 
of them were one of three or four children, and were generally second or 
third in ordinal position within the family. These children tended to 
be referred at an early age, before the age of seven, and evidenced other 
problems besides that of speech. Most of these children were Protestant. 
In general, girls tended to be referred for speech earlier than boys and 
to have had a speech problem for a shorter period than the boys, before 
referral. However, more boys than girls stuttered and boys had more 
problems besides speech than did girls; learning and behavior primarily. 
In respect to the general characteristics of the families of these 
children, only one father and two mothers were under thirty years of age. 
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All others were between thirty years to fifty years, One might be 
assume from this that perhaps the anxiety of parents over problems 
I il I! 
able to !I 
II 
in their I! 
children increased as they tended to have children later in life. There 
seemed to be no significant differences here between boys and girls. The 
largest proportion of the fathers of these children were employed in what 
might be described as "white-collar" jobs such as salesmen, clerical, or 
in government service and in skilled work such as machinist or draftsman. 
All except two of these fathers earned over $4,000 yearly. One can per-
rl 
~ I haps assume from this that most of these families could be considered low- :1 
middle class families. Again, there were no significant differences in 
this between boys and girls. All except two of these children came from 
families of three or more children, with seventy-five per cent of them 
falling second or third child in terms of ordinal position, Since none 
of these children were "only" children, and most of them had older and 
younger siblings, one can perhaps feel that there is evidence to support 
the relationship between the number of children and the position of the 
child in the family, to the degree of attention and mothering which the 
mother can give to the "middle" children in the family. Although there 
was no evidence in this study to feel that bi-lingualism within the home 
was a factor related to a speech problem in the child, there was some 
evidence to indicate that perhaps there was some relationship between the 
defect in the child to a known defect in some other member of the family. 
It was reported in some cases that a parent, a sibling or another signi-
ficant member of the family suffered a like speech defect, Although 
there is no evidence to suggest heredity, one might perhaps suspect that 
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the factor of identification is more significant in this respect. 
It would seem that there is a tendency on the part of parents to be-
come concerned about speech problems in their child at the period when the 
child moves from the home and into the community, whether it be nursery, 
kindegarten or first grade of public school. There also seems to be a ten-
dency for mothers of girls to become concerned earlier than mothers of 
boys. One might perhaps assume this is because there is a general feeling 
that boys do not talk as early or as well as girls, so that mothers of 
boys would perhaps not be so anxious as quickly as mothers of girls. How-
ever, this study does not bear this out, for there was no significant dif-
ference in the ages when girls or boys began to talk. There is reason to 
believe that children with speech problems might tend to be referred for 
this earlier than might be true if they manifested other symptomatology. 
Most of these children were referred before the situation became seriously 
chronic, and since most of them had sought other kinds of help previous 
to this referral, mostly medical, one can assume perhaps that speech gen-
erally does get referred for help more quickly than many other presenting 
problems. Parents were prompted to request help mostly through the 
schools and their pediatricians. It was also significant that of the 
many other problems reported by the mother, nervousness and anxiety was 
reported most, with no differences between boys or girls. However, in 
the second highest problem reported - that of school learning - the boys 
'I 
I 
I 
suffered from this far more than the girls. Behavior problems were re- !I 
I' 
ported for the boys far more frequently than for the girls. In fact the 
boys manifested sixty-three per cent more problems than did the girls. 
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In summarizing the specific attitudinal reactions to-.rard the patient 
II 
and the problem, I found a definite limitation in terms of the use of 11 
However, it is hoped that what material is available might II 
II 
case material. 
indicate some general trends which could be considered significant. 
In respect to evaluating mother's attitudes toward the patient and 
his problem, only two of these mothers were rated as accepting. Mothers 
were more inconsistent in their attitudes toward daughters. Hothers were 
more rejecting of sons, with twenty-five per cent of these mothers rated 
as rejecting. Fifty per cent of these mothers were rated as over-protec-
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" tive, with no significant difference between boys or girls. However, of ,/ 
the twenty-one mothers rated as rejecting, over-protective or inconsistent, ]i 
thirteen of them referred their child at an early age. 
In relation to the father's attitudes, there was a tendency for more 
'I il 
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I,· I fathers to be accepting, than were the mothers - with twenty-five per cent 
il Considerably fewer fathers than mothers 
How- I 
of the fathers thusly rated. 
tended to be over-protective, only three as against twelve mothers. 
! 
ever fathers paralleled the tendency of mothers in respect to rejection II 
in that four of the five fathers rated as rejecting were rated in this I 
relation regarding their attitudes toward their boys. I Hore fathers tended I 
to be inconsistent in their attitudes than the mothers, with seven fathers 
rated thus, but with not too much difference in relation to boys or girls. I 
II 
'I However, father on the whole, tended to be more negative in his attitude 
toward the child referred at an older age, in contrast to mothers who 
tended to rate more negatively toward the child referred earlier. 
It was interesting to note that mothers tended to be more accepting 
in their attitudes toward the father than toward their problem child -
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with nine mothers rated as accepting of father as against two mothers ac-
cepting of the child. However, only two mothers were rated as over-pro-
tective of fathers as against twelve rated thus for the child. The rejec-
tion pattern was fairly close with four mothers rated thus in relation to 
I 
father as against six to the child. Therefore, it would seem that, on the I 
fathers I 
' 
whole, these mothers were more positive in their attitudes to these 
than to their child. 
In respect to trauma during the age of speech development, almost all ' 
of these children experienced a serious stress, with some experiencing 
more than one. AJ.though these traumata involved mostly illness, accident 
or loss on the part of the child himself or in relation to a significant 
figure in his life, there was little difference between boys and girls in 
this respect, or to·the age of referral. 
Sixty-six per cent of these children were reported as having con-
tacted other community resources in relation to this problem before coming 
to the Clinic. Eleven of these children had been seen by a local pedia-
trician, at Children's Medical Center or Massachusetts General Hospital, 
with nine of these children being those referred before the age of seven. 
Three had been seen by a speech therapist for remedial treatment and two 
had been seen previously for psychiatric treatment. There were no signi-
ficant differences between the sexes in this respect. However, one could 
speculate that these cases who had sought help elsewhere previously per-
haps represent unsuccessful attempts at treatment, with the result that 
these parents are now willing to attampt a psychiatric referral, possibly 
not only for the child but involving themselves as well. 
i= In evaluating motivational attitudes of both parents and child to-I; 
!', 
11 ward treatment, it was significant to note that the largest proportion of 
i! 
I 
parents and children were rated positive in this respect than otherwise. 
There seemed to be no significant difference between girls and boys ex-
cept in the attitude toward treatment of self, where there were more girls 
rated positive than boys. However, there did seem to be some relation to 
the early age of referral to the positive attitudes toward treatment. 
The cases rated either negative or ambivalent would seem to tally with 
the recommended treatment offered where seven of these cases did not pro-
gress beyond the diagnostic stage. Five of these seven cases receiving 
only diagnostic service involved girls. However, it should be noted that 
of the fifteen cases recommending individual treatment for the child, nine 
of these involved boys. Of the fifteen children offered individual treat-
ment, nine were children referred before the age of seven, indicating per-
haps the relationship between the potential degree of the patient to ac-
cept and be successfully treated is in relation to the early age of re-
ferral. Group therapy was offered two of these children - one boy and 
one girl. The treatment service offered the mother was in fairly even 
proportion to that offered the child; however, with three of these mothers, 
they were offered consultation service; thirteen offered individual treat-
ment; and one group treatment. In this respect it is important to note 
here that of the seventeen cases taken for treatment, seven have been 
closed as improved, three closed as unimproved, with the remaining seven 
cases presently continuing in treatment - three girls and four boys. 
In respect to the developmental history and mother's attitudes to-
ward the child during each stage, it was interesting that only two mothers 
======- 4=-==~= 
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I j, one mother of a girl and one mother of a boy, were able to openly express 
feelings of not wanting this child. Five of seven mothers who indicated 
ambivalence about this pregnancy referred their child before the age of 
!I 
II 
seven. Four mothers of boys expressed positive feelings whereas there were i[' 
no mothers of girls who reported positively in this respect. In the Ameri-1 
can culture with a premium placed upon the birth of boy children, one can I 
perhaps speculate that this might have some bearing on why more mothers !] 
,, 
of boys reported feelings in this area than the mothers of girls. However, 11 
the size of the sample used and the data gathered is too inconclusive to rl 
II 
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validate this. There were no significant differences noted between mo-
thers of girls or mothers of boys, in relation to their perception of the 
birth experience, nor was there any overwhelming indication from this 
study that these mothers of speech-defective children complained of a dif- I 
I' 
il 
ficult labor with this child since only thirty-seven per cent of the mo-
thers in this study reported this. 
In the area of feeding, little material was available which would in- I 
II dicate the mother's tolerance toward allowing or not allowing her child 
an optimal gratification of oral needs, which could be significant in a 
study of this kind. However, it was significant to note that mothers of 
boys were rated more positively in their attitudes toward feeding these 
infants than mothers of girls, and that mothers of girls were rated nega-
tively in respect to this. This might indicate that perhaps mothers of 
boys are better able to meet their son's oral needs more satisfactorily 
than those of their daughters. However, it is also significant to note 
that all seven of the mothers who were rated negatively referred their 
child before the age of seven. 
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In the area of toilet training, fifty per cent of these children were 
reported as trained by the age of three, with only one being trained before 
1'.' 
II II one year. 
One can therefore assume that in most of these cases toilet 
! 
,, training was perhaps neither too early nor overly prolonged. Only four 
cases were reported trained after the age of three. I Twenty-five per cent :: 
of these mothers were rated positive in their attitudes toward their child- :1 
:I I 
.I 
ren during this phase of development with no difference between boys or 
girls. However, four of these children were referred after the age of se- li 
fl ven. The three mothere who were rated negative were mothers of girls, 
with no mothers of boys thusly rated, and two of these mothers referring 
their girl before the age of seven. However, nine mothers were rated as 
ambivalent in their attitude, with five of these mothers of boys. It is 
also significant that six of these nine mothers referred their child be-
fore the age of seven. 
Related to motility, three children were reported walking before one 
year, two of these three being girls. However, of the eleven children 
reported walking between one and one and one-half years, seven were boys. 
0! the nine mothers who could be rated in their attitude toward motility, 
five of these were rated negatively, with four of these referring their 
chi.ld before the age of seven. But there was no significant difference 
in relation to mother's attitudes to boys or girls in this respect. 
As might be expected, there was considerably more data available for 
evaluation in relation to the area of discipline. However, it was inter-
esting to note that seventy-five per cent of these mothers were rated se-
vere or inconsistent. Almost fifty per cent of the mothers thusly rated 
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referred their child at the early age. Fathers tended to be more permis-
sive than mothers, particularly of the child referred early, with this be-
ing more true of fathers of girls. Fathers tended to be more severe with 
their sons and although fathers were, on the whole, more inconsistent than 
severe, there was no difference between boys or girls in this respect. 
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However, it was significant to note that fathers were more apt to be severe 11 
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or inconsistent of the child who was referred after the age of seven. II 
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CHAPTER VI 
CONCLUSIONS 
It was significant to note in this study that most of these speech-
defective children had been seen for treatment of this problem at some · 
other community resource previous to coming to the South Shore Guidance 
Center. From this, one can perhaps speculate that these parents tend to 
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deny the emotional implications of this symptom and tend to hope that cure 11 
I ~ 
can be accomplished through an approach to the physical rather than 
through psychiatric or casework treatment. It is only after finding 
these attempts unsuccessful that parents seem willing to come to a Child 
Guidance Clinic for help. 
The most significant :factor of importance :from this study seems to 
be the considerable evidence to indicate that there is some relationship 
between mother's attitudes toward the child and the age at which the child 
was re:ferred :for his speech problem. It seemed that the more negative 
were the mother's attitudes, the earlier she tended to refer the child. 
One could speculate that this might be in relation to her own anxiety and 
guilt over these negative attitudes, which she has difficulty in expres-
sing and thus become expressed through the child in a speech problem. 
Another significant :factor became obvious from this study, which in 
part also attempts to answer why speech was selected over other points 
of struggle in the mother-child relationship, and that was the overwhelm-
ing evidence to indicate serious trauma of illness, loss or accident dur-
ing the speech developmental period of the child. This also relates to 
possible attitudinal responses of the mother to the child, in that these 
same stresses put added pressures on the mother, which in turn react 
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within the mother-child relationship. One might speculate that the child 
tends to interpret these traumata as further proof of the negative atti-
tudes of the world, (i.e. his mother) toward him. 
It would seem that from a casework standpoint, the early interviews 
should not be geared to just the gaining of factual material, because this 
is often interpreted by the mother as further proof of her being a "bad" 
mother who should be punished for her negative attitudes. Rather, these 
intake and diagnostic interviews should be geared to an awareness of the 
extent of the anxiety in the mother, with the emphasis of the caseworker 
being to accept the mother and whatever material she chooses to bring -
even if this ~ans a sacrificing of the factual material generally consi-
dared by Clinics to be important to gain in these early interviews. Con- :
1 
H 
ducting the intake and diagnostic studies in this less structured way can 
be most important, with significant diagnostic material thus gained. But 
even more crucial is the fact that these mothers will not feel criticized 
and might best be helped in this way to accept a reco~nded treatment 
plan for the child as well as herself from a psychiatric resource, which 
she instinctively fears. 
In general, the experience of these twenty-four cases at the South 
Shore Guidance Center would seem to verify Rose's conclusions that a Child :! 
Guidance Clinic may accept speech problems with so~ reasonable expecta-
tions of success. 
The limitations of this study are mainly in the size of the sample 
and in the use of case records. The number of the cases used is too small 
for any far-reaching conclusions to be made. Since these records were 
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not written with any research focus in mind, there were many instances 
where the material wanted was not available. Also, the impressionistic 
nature of some of the findings necessitates that the conclusions be only 
speculative. 
This would indicate the value of a further study in this area, using 
a larger sample. I would also wonder if the findings of this study are 
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specific to speech, and therefore feel that there would be value to a com- II ,, 
!! 
parative study of speech-defective children with those presenting other 
symptoms of disturbed mother-child relationships. 
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SCHEDULE 
General Characteristics. 
l. Age of child when referred, _______ _ 
2. School placement when referred. _______ _ 
3. Age of father at time of referral. ______ _ 
4. Age of mother at time of referral~------
5. Source of referral. ______ _ 
6. How long has the child had the problem~------
7. When did child begin to talk~------
B. What kind of speech defect does child have ______ _ 
9. How many children in the family ______ _ 
10. Ordinal position of child in family ______ _ 
11. Other emotional problems of child. _______ _ 
12. Religion of family ______ _ 
13. Father's occupationc_ _____ _ 
14. F2lni.ly income _____ _ 
15. Are other languages spoken in home? Yes. ___ _ 
No 
Don • t !mow·----
16. Is there a history of speech defects in family? Yes. ___ _ 
No 
Don 1 t !mow ·----
Attitudes and Relationships 
17. Mother's attitude toward child and problem 
Accepting Rejecting,~~-----
Inconsistent Overprotective. ____ _ 
Doflitlmow 
·----
18. Father's attitude toward child and problem 
Accepting Rejecting,~T------
Inconsistent__ Overprotect~ve ____ _ Don't know. __ _ 
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19. toward father Mother's attitude 
Accepting 
inconsiste~n~t----
Rejecting 
Over-prote-c..,t'""i;-v-e:::: __ _ 
Don' t know, ___ __ 
20. Was there a stress situation at the age of child's 
speech development? ________ _ 
What was it? ________ _ 
21. Has child been seen elsewhere for this problem? 
If so, where? 
22. Mother's attitude toward treatment of child 
Positive Ambivalent 
Negative Don't know 
23. Mother's attitude toward treatment of herself 
Positive Ambivalent 
Negative Don't know 
24. Father's attitude toward treatment of child 
Positive Ambivalent 
Negative Don't know 
25. Child's attitude toward treatment 
Positive Ambivalent 
Negative Don't know 
26. Type of service offered child 
Diagnostic Individual treat. 
27. Type of service offered mother 
Diagnostic Individual treat. 
28. Mother's attitude toward the pregnancy 
Wanted Ambivalent 
Not wanted Don't know 
29. Mother's perception of the birth experience 
Labor difficult~--
Not difficult __ _ 
Don 1 t know __ _ 
30. When was the child weaned? ____ _ 
31. I"'other' s attitude toward feeding child 
Positive Ambivalent:,_ ____ _ 
Negative Don't know. ______ _ 
32. When was the child toilet trained? __________ _ 
Group 
Group 
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33. Mother's attitude toward toilet training child 
Positive Ambivalent 
Negative Don't know:._ __ _ 
34. When did child begin to walk? ____ _ 
35. Mother's attitude toward child's motility 
36. 
37. 
Positive Ambivalent. __ _ 
Negative____ Don't know. ___ _ 
}1other1 s attitude toward 
Permissive __ _ 
Severe ___ _ 
Father's attitude toward 
Permissive 
Severe ----
discipline of child 
Inconsistent:._ __ _ 
Don't know ___ _ 
discipline of child 
Inconsistent. ___ _ 
Don't know ___ _ 
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